
DENIAL OF REASONABLE ACCOMMODATION REQUEST

(Must complete numbers 1-4; complete number 5, if applies)

1.  Name of Individual requesting reasonable accommodation:

2.  Type(s) of reasonable accommodation requested:

3.  Request for reasonable accommodation denied because: (may check more than one)

                       Accomm odation Ineffective

                       Accom mo dation W ould C ause Un due  Hard ship

                       Medica l Docum entation Ina dequa te

                       Accommodation Would Require Removal of an Essential Function

                       Accomm odation W ould Require Lowering of Perform ance or Production Standa rd

                       Other (Please identify)____

4.  Detaile d Rea son (s ) for the  denial o f reaso nable  accom mod ation (M ust be  specific , e.g., why

accomm odation is ineffective or ca uses und ue hardship ):

5.  If the individual proposed one type of reasonable accommodation which is being denied, but rejected an

offer of a different type of reasonable accommodation, explain both the reasons for denial of the requested

accommodation and wh y you believe the chosen accommodation would be effective.
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6.  If you wish to request reconsideration of this decision, you may take the following steps:

1. First, ask  the decis ionm aker to r econs ider his/he r denial.  You  may pr esent a dditional infor mation  to

suppo rt this reque st.

2. If the decisionmaker does not reverse the denial and the decisionmaker is your supervisor, you can 

ask either the next person in the decisionmaker’s chain of command or the Assistant Regional

Director/Assistant Direrector to do so.

7.  If you wish to file an EEO  complaint or p ursue M SPB or un ion grievance p rocedures, you m ust:

• For an E EO co mpla int pursua nt to 29 C FR 16 14, con tact an E EO co unselor  in your Reg ional Divers ity

and C ivil Rights O ffice or in the  Depa rtmen t’s Office o f Equal O pportun ity within 45 days fr om th e date

of this notice of denial of reasonable accommodation.

• For a collective bargaining claim, file a written grievance in accordance with the provisions of the

Collective B argaining  Agreem ent.

• For an administrative grievance, file a written grievance within 15 days of receipt of this notice of denial

of reasonable accommodation.

• Initiate an appeal to the Merit Systems Protection Board within 30 days of an appealable adverse action

as defin ed in 5 C FR 12 01.3.     

Name of Deciding Official

Signature of Deciding Official

Date reasonable accommodation denied

Note to Decisionmaker : You must provide a copy of this form to your Servicing Human Resourcesl Office

along with all information, including medical information, which was used to process this accommodation

request.
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